The diagnosis of epilepsy, in addition to the physical impact of the condition, often brings with it many other difficulties including cognitive deficits and psychosocial problems. While it is recognized that not all people with epilepsy will experience such difficulties, it has been estimated that up to one third of those with the condition will have additional handicaps including cognitive and psychosocial problems.
Every two years the European Chapters of the International Bureau for Epilepsy meet for a conference which includes people with epilepsy themselves and representatives of the various national organizations that speak for and promote the cause and interests of people with epilepsy in their various countries. There is both an information exchange and a meeting of minds and a developing 'European' awareness.
Part of the conference is based on patient education, lectures mainly given for a lay audience by a medical faculty: part is based on what one might term the necessary business of epilepsy organizations and of the IBE itself: and part is a tacked-on medical educational conference for doctors (mainly from the host country). This latter element is there, I suspect, in order to help fund the rest of the conference as it invites sponsorship that might otherwise not be obtainable.
I was asked, as Editor of the European Journal of Epilepsy, whether I would publish the abstracts of the meeting. I am able to publish a selection: there were far too many to publish as a whole, without sponsorship. My choice is probably idiosyncratic but is guided by my impressions of the conference itself and by certain other reasons. Firstly, language: if European unity of purpose is to be achieved for epilepsy we need a common language. This has to be English. A few hundred years ago the universal common language of educated Europe was Latin: later it was French: if the other side had won in 1939-45, it would have been German: but now it is English. Most educated Europeans accept that. The French disagree. But if they want their language to be the universal European language they are going the wrong way about it: grimly holding on to the purity of your language, its words and grammar, so that it becomes an esoteric obstacle course for the uninitiated is not the way to make it a universal language, but merely an excuse for other people to shun it.
English, by contrast, borrows words from every other language, has mixed Germanic, French and romantic roots and, if it has a grammar, its nuances are unknown to its native speakers. This lack of formal grammar means that it is possible to speak it very badly and yet be understood. English is changing: there are several distinct versions-southern English, northern English (at least two of those), Scots English, American English, etc. All these are distinct, but speakers of these various versions can understand each other and English written text. There will soon be an 'e-mail English'. What we need is a 'European English', varying slightly perhaps from country to country but understood both by the educated and by those who have not had a full education.
The reason for this is that although the medical parts of the conference were understood by the participants, the educational part of the conference, given in English, may not have been fully understood by all the audience (in a conference like this simultaneous translation is not available). Did our lay colleagues from Poland, Greece, Iceland, etc. fully understand what was being said? Not being fluent in English they certainly were not able to fully participate in the discussion. I remember one incident in particular which made me reflect on the need for a universal European language. A participant, who had epilepsy herself, addressed us in her native language which was translated into English by one of her countrymen. This translation startled the members of the panel because it appeared that the girl was offering to kill herself in order that we could study her brain. The medical panel immediately went into that defensive mode which doctors adopt when apparently challenged by a patient, but having a chance of talking to the girl afterwards, I discovered, firstly, that we had totally misunderstood what had actually been a very important question about brain function in epilepsy and, secondly, that her grasp of the English language was a great deal better than that of the person who had translated for her.
I have, therefore, 'englished' some of the abstracts in order to better express their meaning. As our readers know it is 'Seizure's' policy not to reject papers purely on the grounds of poor English (some journals, sadly, do). Perusal of our Instructions for Authors will remind you that if a paper from a country where the native language is not English contains a good idea, or important information, but is badly expressed because the writer's native language is not English, we are prepared to help in turning it into more understandable English. I have always felt that this is the least that we could do if we are insisting that all our communications are in English: (the paper in its original language can be published on our web site if the author wishes). Interestingly, this is an idea (held by 'Seizure' for some time) which has recently been expressed by the Editor of the 'The Lancet'.
The second thing that struck me about the conference was that people from the less advantaged nations of Europe are somewhat shy of making contributions to a conference and when they do, often try to replicate research work being done in the more advanced nations, using the same technology instead of concentrating on those aspects of epilepsy that the more developed countries should have explored and investigated but never did. Observations on populations of people whose epilepsy remains untreated (so that one can learn much more about the natural history of this condition) or who are only exposed to drugs that the rest of us have long since stopped using, might well provide valuable information for all of us and yet some of the abstracts that I read at this conference were very much about 'we have got an MRI scanner too so we can do the kind of research that you are doing'. The less developed countries actually do have a lot to teach us about the natural history of epilepsy and much about bringing epilepsy care to the people who need it most, in the absence of a centralized health service.
The other thing that struck me about some of the presentations from the less advantaged nations was something which in Australia some years ago was called the 'colonial cringe'. 'These data will not be interesting because you in the more developed nations are so much better at epilepsy management'. Listening to some of my colleagues from the less advanced European nations describing their services it occurred to me, not for the first time, that in the UK we have become so complacent about our Health Service that we now have a third-class health service delivering very poor care-certainly in the field of epilepsycertainly not up to the standard that other nations assume we have. It would do those of us, in the more advanced nations, good not to be as condescending and patronizing as I am sure we sometimes appear to be. This attitude applies not just to services for people with epilepsy but to research too: there is much interesting work going on in the less developed countries that we ought to be hearing about.
I have, therefore, set out the selection of abstracts into three groups. The first group is from the educational part of the conference. I have only included a small number of abstracts from this group to illustrate the range of information that was given to the patient groups. Listening to this part of the conference, I realized that it is important that doctors learn how to communicate well with people who do not have their technical knowledge. Some of the lectures I listened to could equally well have been given in the medical section. We must learn how to get our message across in non-technical language, clearly, so that it is understood. If doctors do not others will do it for them.
The second section is a selection of abstracts from the medical educational part of the conference. Here, I have tended to choose abstracts which contained interesting new information rather than the standard lectures that we would hear in our own countries.
The third group are abstracts mainly of the poster presentations. I have tried to include here some of the abstracts relating to posters presented from the less developed countries of Europe, containing some interesting ideas.
A small group of professionals, mainly doctors but also some psychologists, are concerned with supporting these IBE meetings and giving information. Maybe the rest of us should start thinking about co-operating with the IBE more than we do. If there is to be a European identity for the IBE that help might well be welcomed. Electrical stimulation of the vagus nerve (vagus nerve stimulation, VNS) is a relatively new treatment modality for refractory epilepsy. Clinical efficacy of VNS has been established in randomized controlled studies. Important issues that still need to be cleared up are long-term efficacy and long-term side-effects, cost efficacy and mode of action.
Between April 1995 and April 2000, 30 patients with refractory epilepsy have been treated with VNS at Ghent University Hospital in Belgium. Seizure frequency, AED treatment, side-effects, hospital admission days, clinic visits and laboratory investigations were prospectively assessed to evaluate clinical efficacy. A cost-efficacy analysis was also performed. Eleven out of 30 patients underwent single photon emission tomography (SPECT) immediately after initial stimulation to evaluate VNS-induced changes in regional cerebral bloodflow (rCBF).
Clinical efficacy of VNS in our group of patients is in accordance with the results of the controlled studies. In one third of the patients a more than 50% reduction in seizure frequency was found. A trend towards improved seizure control with longer use of VNS was observed. Side-effects appear to decrease with longer treatment. Epilepsy-related direct medical costs are significantly reduced after treatment with VNS, the reduction in hospital admissions being the most important factor. The cost of VNS is saved within 2.5 years following implantation. VNS induces rCBF changes immediately after initial stimulation that can be studied with SPECT. In our study, ipsilateral thalamic hypoperfusion was the most significant finding. A comparison of rCBF changes at the onset of stimulation with serial measurements during follow-up in a larger patient population seems mandatory to further clarify the role of the thalamus and other brain structures in the anti-seizure effect of VNS.
Our different studies suggest that VNS is a efficacious, safe and cost-effective treatment for patients with refractory epilepsy, who are not candidates for resective surgery. Further studies are needed to elucidate the anti-seizure mechanism of action of VNS. The vagus nerve provides an easily accessible peripheral route to modulate CNS function through its visceral afferents. The desynchronization of the EEG, with its antiepileptic properties, depends on activation of afferent fibers that have conduction velocities of <15 m s −1 .
Vagus
The data from the literature suggest that the antiepileptic actions of vagal stimulation are largely mediated by widespread release of GABA and glycine in the brainstem and cerebral cortex, which is directly related to the fraction of the vagal C fibers stimulated.
Between 1996 and December 1999, 10 patients were implanted with a Neurocybernetic Prosthesis VNS. They were found to be unsuitable candidates for resective epilepsy surgery after undergoing pre-surgical evaluation. All of them had complex partial seizures with or without secondary generalization. One had an unresectable tumour in the motor strip and one had an arachnoid cyst in the temporal lobe. All the rest had negative MRI scans. Two suffered from the Lennox-Gastaut syndrome and one from a postencephalitic syndrome. One had had in the past a 2/3 anterior corpus callosotomy and one had had an anterior temporal lobectomy without any reduction in seizure frequency.
Follow up was between 6-36 months. One patient showed a greater than 90% reduction of seizure frequency. Two patients did not show any improvement and one had the VNS removed. The rest of the patients experienced a reduction in seizure frequency range, (30-90%, mean 60%). No major surgical complications were observed. One patient developed paranoid schizophrenia following the normalization of the EEG and the reduction of seizure frequency.
VNS appears to be a safe and effective treatment for refractory epilepsy. As our experience is expanded, the identification of the type of patients that respond well to VNS will be easier.
Physiology of the polycystic ovarian syndrome: prevalence in the Greek population

George Mastorakos & Carolina Koliopoulos 2nd Department of Obstetrics and Gynaecology, Aretaieion Hospital, Athens University
Polycystic Ovary Syndrome (PCOS) is characterized by hyperandrogenism, chronic anovulation and insulin resistance, which results in hirsutism, irregular menses, infertility as well as a higher risk for diabetes mellitus and cardiovascular disease. The etiology of this syndrome has been under investigation for many decades. It is now suspected that more than one genetic defect may cause the reproductive abnormalities, as well as the insulin resistance which characterize this syndrome. Recently it was shown that among 37 candidate genes, the strongest evidence for linkage and association with PCOS was that with the follistatin gene. PCOS is the most common endocrinopathy of premenopausal women affecting 5-10% of this population. The prevalence of PCOS in the Greek population appears to be about 6.77%, as was shown in a cross-sectional study of 192 women on the Greek island of Lesbos (Diamanti et al., 1999) . The pathogenesis of PCOS seems to be multifunctional. It is characterized by the three following facts: (1) a perimenarcheal increase in amplitude and frequency of LH pulses. It is not clear whether this LH rise is due to a hypothalamic abnormality or an intrinsic defect of the ovary; (2) hyperinsulinemia due to insulin resistance induced most probably by a post-insulin receptor defect, from which the ovary is spared. Moreover, pancreatic b-cell dysfunction might contribute to this insulin rise; (3) the rise of LH and insulin induce hypersecretion of androgens (testosterone and 4-androstenedione) and acyclical estrogen production from the ovary. In addition, hyperinsulinemia lowers the hepatic production of SHBG and IGFBP-1, resulting, therefore, in increased bioavailable testosterone and IGF-1 which enhances ovarian androgen production. Moreover, a rise of adrenal androgens is observed in 50% of PCOS patients as well as hyperprolactinemia in another 15%, which seem to be consequences rather than causes of the PCOS. Despite the above information, new data continue to emerge and the final word about the etiology and pathophysiology of PCOS has not yet been said.
Practical experience of preconception counselling
Tim Betts
Birmingham University Seizure Clinic, UK
Audited experience of a preconception counselling clinic (Betts and Fox, Seizure, 1999; 8: 322) confirms that it is valuable exercise if it is proactive and involves complete re-assessment of the woman's epilepsy to confirm the diagnosis and seizure type, discovering lesions (such as arteriovenous malformations) associated with epilepsy which might cause potential problems during pregnancy and labour and ensuring medication is rationalized, withdrawn where possible, or safer medication substituted and a high dose folic acid regimen instituted. Fertility assessment (often related to the polycystic ovary syndrome) is often needed. In a group of women who had such a proactive counselling experience the rate of foetal abnormality was nil, compared with 18% in a group of women already pregnant, who did not receive preconceptual care. The process is time consuming and needs commitment from the woman and her partner: attention to these issues at the time of initial diagnosis (particularly using 'safer' drugs and informing about folic acid) might be better, remembering that a female child with epilepsy will one day be a mother with epilepsy.
Neuropsychological impairment-implications for clinical practice
Antigone S. Papavasiliou
Department of Neurology, Pendeli Children's Hospital, Athens, Greece
Children and adolescents with epilepsy commonly exhibit cognitive and educational dysfunctions which are multifactorial in origin. Over the last 10 years we have followed the school performance of our patients with epilepsy and have attempted to identify factors predisposing to low achievement. In the process we have administered various questionnaires to the families and tests to the patients. We will refer to our findings in a subgroup of Greek children and adolescents with epilepsy who attended regular school, were living at home with their families and had no other deficits such as cerebral palsy, vision or hearing problem. The majority of our patients attended an age appropriate grade at school and exhibited overall satisfactory performance. In a test of observation and clear thinking they achieved scores that were not significantly different from a control group of children without epilepsy. In contrast, we identified frequent language problems referring both to language comprehension and expression. We feel that the contribution of language dysfunction to the overall cognitive development and subsequent school performance of young patients with epilepsy needs to be further explored.
The global campaign and the employment commission
John E. Chaplin
Karolinska Hospital, Stockholm
In many countries with developing economies, people with epilepsy are unable to obtain the medication that would relieve them from experiencing seizures. A consequence of this is that they are unable to fulfil their potential, particularly in the realm of employment. The loss of a potential workforce and the economic and financial benefits that are lost as a result of this is a handicap that no person or country should endure. However, if we are to make convincing argument in favour of allocating resources to closing this treatment gap, this has to be based on hard evidence drawn from circumstances relevant to the people we are trying to convince.
Employment is a crucial element in building a useful and valuable life and therefore has a decisive role to play in the global campaign. The role of the Employment Commission is to encourage a dialogue on employment. Firstly, with the objective of identifying the economic burden of epilepsy in terms of loss of employment and earnings that result and, secondly, with the development of a dialogue between employers and people with epilepsy and their representatives on how to overcome the barriers to employment. The dialogue can be started by setting up employers' forums in developing countries (as has been done in Europe) and by starting employment projects to demonstrate that people with epilepsy have a real contribution to make to their community. In doing this we would hope that not only the WHO and its regional offices would become involved but also the International Labour Office.
The role of non-medical professionals in a lay association
A. Vassou
Neurological clinic, 'Agia Sophia' Children's Hospital, Athens, Greece A non-medical professional has a very complicated and difficult role inside the association. Being in a position between the doctors and the patients, he/she is the person who usually has to simplify the explanations and instructions given to the patients by the doctor, in relation to the epilepsy, seizures, first aid, medicine, investigations, compliance and follow up.
She or he also talks to the doctor about the problems the patients face in everyday life as a result of misunderstandings such as education, employment, financial support, legal matters, outdoor activities and interactions in the society. Many people have a need for a greater understanding of epilepsy and the non-medical professional plays a key role in passing on accurate information.
A central system of communication and advice as well as a network of volunteers appropriately trained, are needed in order to promote the scientific and social aspects of epilepsy in society. The non-medical professional in a lay association is the main organizer of all these activities aiming to give a better quality of life to people with epilepsy.
The role of the patient in a lay association
Minna Kaasalainen
Epilepsy Association of Pirkanmaa, Finnish Epilepsy Association, Tampere, Finland
When I was 14, I was diagnosed with progressive myoclonic epilepsy, a rare form of this neurological condition. Because of my illness, I am on a disability pension and I spend most of my time in voluntary work. I have learned to think positively and now I can say that I have learned to live with my illness. After I had been diagnosed, I immediately joined the local epilepsy association my doctor and nurse had been telling me about. The Epilepsy Association of Pirkanmaa is one of the 28 affiliate associations of the Finnish Epilepsy Association (FEA). In our local association there are 600 members, whereas the total membership of FEA amounts to 9000. In Finland, the total number of people with epilepsy is 47 000.
My own work with epilepsy could be divided into three different roles:
(1) Local volunteer worker.
In our local association, I plan and organize different events, give advice over the phone, and take care of space arrangements and some of the correspondence.
(2) Activist on a national level.
I am a member of the national section of FEA organizing activities for people with progressive myoclonic epilepsy. In practice, these events are organized by a person employed by FEA, but I and other people with epilepsy actively participate in brainstorming and planning of the events.
(3) Messenger of information on epilepsy.
A person with epilepsy can be an important distributor of information in public. Last year, I appeared in the media several times, for example, on television and in newspapers. I am also involved in a project in which people with epilepsy instruct doctors and help them understand the patients' experience of the illness.
MEDICAL EDUCATION SECTION Epilepsy in adolescence
Alexis Arzimanoglou
Head of the Epilepsy Programme, Child Neurology and Metabolic Diseases Department, Hôpital Robert Debré, 48 Bld Sérurier, 75019, Paris, France For patients with epilepsy, adolescence implies either the cure of a childhood onset epilepsy, or taking consciousness of the fact that the epilepsy is still active and a long-term treatment might be necessary. Onset of some epilepsy syndromes takes place during adolescence. Management of epilepsies in adolescence depends on correct diagnosis of the epilepsy syndrome. Psychological support and appropriate advice from skilful clinicians is as essential as adequate choice of drugs or surgery. In a number of childhood onset epilepsy syndromes (idiopathic partial epilepsies, most of the childhood absence epilepsies, some well controlled partial epilepsies) discontinuation of treatment must be discussed. For childhood onset epilepsies with seizures persisting in adolescence complete re-evaluation is highly advised: clinical history, semiology of seizures and detailed analysis of the drug combinations already used must be discussed, the previous syndromic diagnosis must be questioned, the need for applying newer diagnostic tools in order to evaluate the possibilities for a surgical solution and the treatment strategy to be followed must be redefined. When dealing with severe generalized epilepsies the possibilities of reducing an ongoing polytherapy must be evaluated. The use of newer drugs, in more rational combinations, must be considered. When dealing with well controlled idiopathic generalized epilepsies, the risk of recurrence if the drug is discontinued and the risks for withdrawal seizures must be well explained. Timing for drug administration should be adapted to the adolescents' new lifestyle. Issues related to contraception and pregnancy must be discussed. Whenever possible, enzyme inducer drugs must be avoided. For newly diagnosed epilepsies (most of the idiopathic generalized epilepsies and some partial cryptogenic or symptomatic epilepsies) a correct diagnosis and appropriate treatment strategy are essential.
Basic mechanisms of absence seizures
George Kostopoulos
Medical School, University of Patras, Greece
Half a century of research on the EEG hallmarks absence seizures, the 3-s spike and wave discharges (SWD), and may finally enlighten us on their pathogenesis. Rich thalamocortical (TC) feedback loops regulate the flow of information to specific cortical sections and oscillating in high frequency (>40 s −1 ) bind those distributed processes of the brain, which are considered important, so that we are able to focus on what we chose to from moment to moment and be aware of this fact. Thus the brief 'loss of consciousness' during absences can be easily explained by the widespread synchronization of cortical pyramidal neurons in rhythmical sequences of synaptic depolarizations (EPSPs) and hyperpolarizations (IPSPs), which are the electrical generators of the spike and the wave components of SWD. Early studies in the cat suggested that these oscillations result from a transformation of the normal rhythm of sleep spindles upon an abnormal increase of TC excitability, which results in strengthening intracortical feedback inhibition, synchronization and enhancing corticothalamic (CT) excitatory output. Indeed a strong relationship between spindles and SWD and a cortical hyperexcitability were shown in absence patients. Spindle pacing is created by the synaptic interplay of TC and nucleus reticularis (nRt) neurons, their intrinsic currents (notably I T ), their statedetermining brainstem afferents and their area-specific CT afferents. The frequency of spindles is determined by the duration of the IPSP induced by nRT on TC neurons. Experiments with absence models, such as rodent mutants GAERS, WAG/Rij, Tottering, etc., suggested new ways for the transformation of the spindle rhythm to that of SWD, including genetic increase in I T , prevalence of GABA B over GABA A inhibition, enhancement of cortical NMDA excitation and enhancement of CT excitation of nRt. Apart from hypersynchrony, no abnormal neuronal discharges were ever recorded-in contrast to convulsive seizures. Although the primary defect is still elusive, all proposed mechanisms converge on a transient synchronous increase in the duration of rhythmical IPSPs of TC and CT neurons, leading to an engagement of vast TC-CT loops in a rather common low frequency strong 'attractor', which disallows the dynamic and area-specific interactions of cortical neurons, including high frequency binding oscillations and their discrete CT feedback, which are necessary for selecting specific TC-CT circuits for conscious perception. Such a mechanism of SWD generation allows for complete or (rarely) partial 'loss of consciousness' and is consistent with the primary defect lying with higher (CT) mechanisms responsible for directing attention rather than those establishing the states or the contents of consciousness.
Absence syndromes in childhood
Typical absence seizures are concomitant with an abrupt cessation of activity and unresponsiveness to external stimuli. The phenotypic expression is impairment of consciousness only (simple absences) or they may be associated with other phenomena (complex absences) such as tonic, clonic and atonic movements, automatisms and autonomic signs, alone or in combination. Simultaneously with the clinical seizures, generalized spike-wave electroengephalographic discharges (GSWDs) 2.5-4.5 c/s are recorded which are rythmic, bilateral, synchronous and maximal over frontal regions. The onset is usually between 3-12 years of age and in 51% between 4-8 years of age. Absence epilepsy of early onset is rare and is not included in the international classification. The international classification distinguishes three types of absence epilepsy: childhood absence epilepsy (CAE) with absences as the representing symptom, juvenile absence epilepsy (JAE) with and without generalized tonic-clonic seizures, and epilepsy with myoclonic absences. Typical absences are also seen in other epileptic syndromes such as eye-lid myoclonia with absences, juvenile myoclonic epilepsy, facial myoclonia with absences or the absences may be inconspicuous to the patient and observers. Absence epilepsy under the age of 3 years in rare and poorly classified. We have identified the following groups of typical absence seizures in childhood. Typical absence epilepsy of early onset is twice as common in females and includes a variety of phenotypic seizures, which are not present in childhood absence epilepsy. There are two different categories in this age group, the non-myoclonic and the myoclonic. The non-myoclonic category includes cases with spanioleptic and pyknoleptic absence seizures. The spanioleptic are reminiscent of JAE, while the pyknoleptic are either CAE-like or an early expression of JME. In the myoclonic group the absence seizures are usually pyknoleptic (conspicuous or inconspicuous). Eye-lid myoclonia with absences (Jeavon's syndrome) is a separate entity with a mean age of onset around 7 years of age. Typical absence epilepsy in childhood can be distinguished in absences with or without aberrant futures (pure absence epilepsy). Cognitive impairment is more frequent in the early onset absence epilepsy.
Absence syndromes in adults
Stylianos Giannakodimos
Epilepsy Clinic, Neurology Department, General Hospital 'G. Gennimatas', Athens
Epilepsies with absences in adults constitute a diagnostic challenge to physicians and have important implications in the syndromic classification and management of patients. Absences are still erroneously considered as a rare seizure type in adulthood. They often remain unrecognized, either by the patient or the physician, because of their subtle ictal clinical manifestations (in contrast with the overt ictal interruption of mental and physical activity seen in children). In addition, they are also misdiagnosed as complex partial seizures or aura of a generalized tonic-clonic seizure (GTCS).
The following widely accepted main idiopathic generalized epileptic syndromes with typical absences are seen in adulthood (either persisting from childhood or manifesting for the first time in adult life): juvenile myoclonic epilepsy with absences, juvenile absence epilepsy, eyelid myoclonia with absences, perioral myoclonia with absences, absence epilepsies with specific mode of precipitation (reflex), the syndrome of 'phantom' absences with occasional GTCS, and unclassified cases. Onset of absence seizures may be in some cases even at childhood but because of the mild ictal manifestations of the absences (the patients themselves are hardly aware of them), their epileptic nature is not discovered until an absence status or a GTCS occurs later in adult life.
Furthermore, typical absences may rarely be the result of a frontal lobe structural lesion or secondary generalized from a frontal lobe epileptic focus (symptomatic typical absences).
Atypical absences, in a context of symptomatic generalized epilepsy of childhood, may also persist in adult life. Finally, de novo absence status is a relatively frequent condition in general hospital practice in adulthood, as it is usually secondary to metabolic, toxic or infectious events.
The application of better defined clinical and EEG differentiating criteria in the syndromic classification of epilepsies with absences together with a greater availability of video-EEG testing may improve the diagnosis and management of absence epilepsies of adulthood.
Myoclonic syndromes
Renzo Guerrini
Division of Neuroscience, King's College-University of London, London, UK
Epileptic myoclonus (EM) can be divided on a neurophysiological basis into cortical, positive and negative, and thalamocortical. Cortical EM constitutes a fragment of partial or symptomatic generalized epilepsy; thalamo-cortical EM is an expression of idiopathic generalized epilepsy. Reflex reticular myoclonus, which does not have a time-locked EEG correlate, is only in some circumstances compatible with the definition of EM.
Attempts have been made to elaborate a classification of childhood epilepsies in which myoclonus constitutes the clinically most relevant element. However, considerable confusion still persists in clinical practice, as many cases prove difficult to classify.
We have devised a classification of epileptic syndromes and neurogenetic syndromes with myoclonus, on the basis of data on record in the literature and personal observations, using a neurophysiologic criterion to constitute three main categories of epileptic syndromes or disorders with myoclonus characterized by: (1) cortical EM; (2) thalamo-cortical EM; (3) forms that are neurophysiologically difficult to classify.
Classifying epileptic syndromes with myoclonus using a more rigorous neurophysiological criterion, in addition to classical clinical and EEG observations, may certainly help orientating diagnosis and treatment in uncertain cases. Specific epileptic syndromes such as severe myoclonic epilepsy, Lennox-Gastaut syndrome, and myoclonic-astatic epilepsy, which have in the past been lumped together and confused with one another under the definition of myoclonic epilepsies, show different neurophysiological patterns of myoclonus, in addition to specific clinical features, and different responses to treatment.
The progressive myoclonus epilepsies
Pierre Genton
Centre Saint Paul, Marseille, France
The progressive myoclonus epilepsies (PMEs) are a heterogenous group of 'metabolic' diseases characterized by epilepsy, myoclonus and a progressive course. Associated neurological symptoms such as dementia, loss of vision, ataxia, and the rapidity of progression and degree of clinical worsening are markers of the various specific aetiologies; various biological or histopathological findings were necessary to establish an accurate diagnosis.
Following the 1990 Marseilles consensus on PMEs, several forms were separated, and the genetic mode of inheritance was specified, which included both recessive and dominant autosomal conditions and mitochondrial transmission in others. Over the last decade, the genetic markers and, in an increasing number of diseases, the specific mechanisms of the disease were described.
The prevalence of PMEs (which remain, overall, rare conditions) varies according to countries and to consanguinity rate, although most PMEs are present worldwide. In Southern Europe, Lafora's disease (a polyglucosan storage disease due to a mutation on chromosome 16) and Unverrricht-Lundborg's disease (due to mutations and/or dodecamer repeats on chromosome 1, and to a deficit of cystatin B) are the most common forms, while the various forms of ceroidlipofuscinoses (of which several genetically distinct subtypes have been identified) are more frequent in Scandinavia. DRPLA is not entirely limited to Japan. Myoclonic epilepsy with ragged-red fibers (MERRF), which is due to a mutation of mitonchondrial DNA, has a very heterogenous clinical presentation and prognosis. Other even less common forms of PME have been described and characterized, including a recently identified, comparatively common adult-onset PME in Japan.
There is still a large gap between the recent progress in the understanding of these diseases, and the comparatively poor treatment resources that are available. Aetiological treatment is not yet available for most conditions, and symptomatic treatment of epilepsy and myoclonus relies on a (small) handful of drugs, that include valproate, benzodiazepines, primidone and piracetam, while some other compounds (such as topiramate) may prove useful in some cases.
Partial epilepsies and photosensitivity
Renzo Guerrini
Division of Neuroscience, King's College-University of London, London, UK
Photosensitivity has predominantly been correlated with generalized epileptogenesis and identified, with few exceptions, within idiopathic generalized epilepsies. However, in about 40% of patients sensitive to photic stimulation, visually induced seizures are focal, originating from reflex activation in the occipital neocortex. Widespread exposure to television screens, computer monitors, and videogames has increased the time spent before such triggers and the number of observations. Photic triggering of partial seizures is also possible in the presence of epileptogenic lesions of the occipital cortex producing both spontaneous and reflex seizures. Isolated seizures provoked by IPS during EEGs performed for reasons other than epilepsy have been reported in healthy subjects, as well as in alcoholic patients and in patients with migraine, cerebral palsy and brain malformations. An idiopathic epileptic syndrome characterized by reflex occipital seizures has been identified. This represents a form of pure focal reflex epilepsy with a specific mode of seizure precipitation, typical of adolescence. Correlation with other idiopathic partial epilepsies is suggested by the rolandic seizures or rolandic spikes seen in some patients, and by the giant visual-evoked potentials. Photic-induced occipital seizures are often characterized by the succession of visual and vegetative symptoms, sometimes with headache. These seizures can be mistaken for migraine especially if ictal activity does not spread above the sylvian fissure and no motor manifestations are recognizable.
In exceptional cases, visual stimuli have been demonstrated to induce mesiotemporal seizures without evidence of preceding ictal activity in the occipital lobe on either surface or depth electrode recordings.
Long-term outcome of severe epilepsies with onset in early childhood
Pierre Genton & Charlotte Dravet
Centre Saint Paul, Marseille, France
Epilepsies with onset in early childhood are often considered as severe, with a poor short-and long-term prognosis, that includes both chronic, drug resistant epilepsy and mental handicap. However, there are many different situations. Long-term studies, which are still scanty, also bring interesting data.
In focal epilepsies, the long-term outcome varies widely. A subset of cryptogenic or idiopathic focal epilepsies with onset in early childhood may be recognized early in many cases, and is associated with a very good prognosis. There are early EEG markers that may also help identify the cases with a poorer outcome. In symptomatic focal epilepsies, the short-term outcome is often poor, but there are many cases in which epilepsy finally remits or becomes less severe. However, a prolonged period with frequent seizures often leaves permanent neuropsychological sequelae.
Among generalized epilepsies, there is also a subset of idiopathic cases with a good outcome, especially in the idiopathic forms, including some cases of Doose syndrome. However, the long-term outcome of patients with severe myoclonic epilepsy in infancy, and with the Lennox-Gastaut syndrome is very poor, even if epilepsy tends to become less severe in adolescence or early adulthood in some cases.
A syndromic approach to the diagnosis and treatment may help the clinician and the patients' families establish a fairly accurate prognosis and use the right global therapeutic approach, which may range from no treatment to comprehensive care, including aggressive, early medical and even surgical intervention.
Antiepileptic drug therapy and vagal nerve stimulation in resistant epilepsy
Emílio Perucca
Clinical Pharmacology Unit, University of Pavia, Pavia, Italy
The probability of achieving complete seizure freedom with existing antiepileptic drugs is dependent on syndromic form and ranges from up to 90% in some idiopathic generalized epilepsies (for example, childhood absence epilepsy) to 50-70% in partial epilepsies and much lower figures in severe epileptic encephalopathies such as the Lennox-Gastaut syndrome. Patients not responding to antiepileptic drug therapy are said to have refractory or pharamacoresistant epilepsy. This needs to be differentiated from pseudorefractory epilepsy, a relatively common condition whereby persistence of seizures can be ascribed to prescription of an inappropriate drug, selection of an inappropriate dosage or dosing schedule, or poor compliance. In patients who failed to respond to maximally tolerated dosages of the initially prescribed drug, a switch to monotherapy with an alternative drug is usually indicated. Patients who did not respond to two or three sequential monotherapies may benefit from prescription of a drug combination, and increasing evidence is emerging that some combinations (for example, valproate and ethosuximide in refractory absence seizures, or valproate and lamotrigine in several seizure types) may be more effective and/or better tolerated than others. New antiepileptic drugs provide a valuable tool in refractory patients, because many of these drugs are better tolerated than the second-or third-line older medications. Overall, about one half of patients with severe refractory epilepsy are improved by addition of a newer drug, but probably no more than 15% of these patients can be made completely seizure free. Research into the development of novel therapies is therefore continuing. Vagal nerve stimulation (VNS) has been found to be of some value in reducing seizure frequency in patients with drug refractory epilepsy, and its role in the management of these patients is being evaluated. Although the tolerability of VNS appears to be good, only few patients achieve complete seizure freedom and discontinuation of concomitant medication is generally not possible. Between January 1992 and July 1998, 320 patients were presurgically evaluated for medically refractory epilepsy by the Epilepsy Monitoring and Surgery Team at the University Hospital of Ghent. All these patients underwent a comprehensive pre-surgical evaluation, including extensive neurological history and examination, video-EEG monitoring of interictal EEG and habitual seizures, CT and optimum MR. In a large subgroup of these patients a comprehensive neuropsychological examination and interictal 18 FDG-PET were performed. After the non-invasive phase of the pre-surgical evaluation, a bilateral carotid angiography and intracarotid amytal procedure was planned in 49 patients to establish hemispheric language dominance and bilateral memory function. After proper selection, 23 patients underwent invasive video-EEG monitoring with intracranial implantation of parenchymal and/or subdural electrodes to further document the area of seizure onset. From the initial group of 320 potential surgical candidates, 75 patients (42 M, 33 F) with a mean age of 29 years (range: 2 months-55 years) and a mean duration of uncontrolled seizures of 15 years (range: 2 weeks-38 years) eventually underwent a surgical procedure. Sixtyone out of seventy-five patients were on high dose antiepileptic polytherapy. Optimum MR detected structural abnormalities, confined to a limited brain area, in 71 patients. These abnormalities were of space-occupying nature in 31 cases; an atrophic lesion was suspected in 39 patients; a combination of space-occupying and atrophic lesion was seen in one case. Structural abnormalities were most frequently located in the temporal lobe (n = 53) and the frontal lobe (n = 10). Video-EEG monitoring documented complex partial seizures in 67 patients with occasional secondary generalization in 32. In most of these patients, seizures could be subclassified as being of temporal lobe origin based on clinical and EEG criteria. Two patients had only simple partial seizures. After non-invasive and invasive exploration, the area of seizure onset could be determined in all patients. Temporal lobectomy + hippocampectomy was the most commonly performed procedure (n = 42). In 13 patients complete lesionectomies were performed for epileptogenic structural lesions in and outside the temporal lobe. In two patients only partial lesionectomies were possible; in five patients only biopsies could be performed. Anterior 2/3 callosotomy was performed in four patients and hemispherectomy was performed in two patients. Post-surgical seizure control, after an average follow-up of 50 months (range: 6-98 months), was excellent in 44 patients who became seizure free. In these patients antiepileptic therapy was tapered 2 years after surgery. An additional four patients continue to have seizure only when the antiepileptic treatment is reduced. Patients in whom only biopsies or partial lesionectomies were performed have poor seizure control.
Neurosurgical treatment and outcome of patients with refractory epilepsy
Pre-surgical evaluation and epilepsy surgery are a labour intensive but rewarding therapeutic alternative for patients with medically refractory epilepsy. Besides providing therapeutic efficacy, comprehensive pre-surgical evaluation and epilepsy surgery allow for fruitful clinical neurological research.
Psychiatric problems in people undergoing epilepsy surgery
Tim Betts
Birmingham University Seizure Clinic, UK
There is a considerable psychiatric morbidity (mainly depression and anxiety) following even successful epilepsy surgery, although experience suggests that this is short-lived and eventual psychological outcome is good. This is also true for changes in Quality of Life measures after surgery: positive changes may not be seen for 2 years afterwards.
Some surgeons try to identify those patients who are likely to have post-operative emotional problems before surgery to avoid operating on them. This is probably wrong: post-operative psychological morbidity is multi-factorial and difficult to predict. Identifying such patients and offering them support might be better, with pre-and post-operative counselling.
Likewise, operating on people with a formal mental illness if they have intractable epilepsy is also possible providing it is understood that the operation will have no effect on the mental illness itself.
POSTER PRESENTATION SECTION The development of patient information services
Sally Gomersall, Sinclair Payne & Cathy Bugler
The National Society for Epilepsy, Chalfont St Peter, UK Studies into patient views of epilepsy and epilepsy services have shown that lack of information is the most common source of dissatisfaction amongst patients and the most common suggestions for improvements in services are related to patient education and education of the public. The Patient Information Services in Nottinghamshire UK were set up with sponsorship from the Boots Charitable Trust to address the need for information of people with epilepsy and their families locally.
A Patient Information Service was set up in January 1998 at the Queen's Medical Centre (QMC) with a second service being set up a year later at the King's Mill Centre (KMC) in the north of the country. Staffed by volunteers, the services are available to anyone, not only patients at the two centres. Information about the services is disseminated widely. A record is kept of the number and type of enquiries received, plus other activities carried out by the volunteers such as displays, presentations and work with the media. The services were reviewed at the end of 1998 and 1999.
After 2 years, 350 people had used the services while they were manned; 250 had phoned and about 1100 had attended presentations.
Patient Information Services are a useful way for people to access information about epilepsy and these services should continue to be expanded. A national Epilepsy Information Network of Patient Information Services is being set up by the NSE modelled on the Services in Nottinghamshire.
Assessment of collaborative work between voluntary and health services
J. Foley & A. Radice
Enlighten-Action for Epilepsy, Edinburgh, UK
Although epilepsy is the most common serious neurological condition affecting between 0.5% and 1% of the general population, there is evidence to show that a large number of people with epilepsy do not have proper access to medical facilities and adequate support. Forty percent of people with epilepsy still suffer from regular seizures and access to appropriate medical and support services will allow for their condition to be properly diagnosed and reviewed, and hence lead to an improved lifestyle.
Medical services for people with epilepsy vary enormously throughout Britain and many people are unable to work through the maze of referral systems to access specialist opinion. Furthermore, the medical services available rarely provide the necessary support for the individual, family and friends to come to terms with the condition, especially at the time of diagnosis.
Voluntary organizations are increasingly influential in helping people with epilepsy access appropriate care, and in providing a holistic approach to their treatment. There is evidence to show that collaborative work between voluntary organizations and health service provision allows people with epilepsy to become more involved in their treatment, take more control over their epilepsy and therefore achieve greater service satisfaction and an improved lifestyle. This paper will look at the role of the voluntary organizations in Britain and will present examples of good practice from various health regions that work closely with the local voluntary organizations to improve overall satisfaction with regards to treatment. It will also assess how these examples of good practice can be coordinated to ensure that there is standardization and improvement of services throughout the country.
'Copying with epilepsy': the patient's side
Daphni Tserkezi * , Tina Voyiatzi * , Stylianos Giannakodimos † & Clementine Karageorgiou † * Social Services Department and † Epilepsy Clinic, Neurology Department, General Hospital 'G. Gennimatas', Athens Epilepsy, a chronic neurological disorder, has been associated with social stigma and isolation of the sufferers, and negative consequences on their psychological functioning and quality of life parameters. We aimed to investigate those negative psychosocial consequences, as these are presented by the patients themselves in an outpatient epilepsy clinic. This is a prospective study of 100 consecutive patients followed in our outpatient epilepsy clinic, who completed a specially designed questionnaire. Questions aimed to cover the psychosocial consequences of epilepsy and the relevant views of the patients.
Although patients presented a high degree of satisfaction (85%) from the medical management of their disease, significantly worst was the situation regarding their satisfaction from the social care for epileptic patients (72%), public education provided by the media (40%), and status of available social benefits (36%). Physical and psychological traumatic events (e.g. serious injury, permanent drug side-effects, divorce, loss of jobs) because of the disease or the epileptic seizures were present in 40% of the patients. According to 64% of the patients, epilepsy had influenced their relations with their family members and friends, or with the school or work environment. They usually reported either overprotective behaviour or social isolation from the others. Most patients believed that modification of the social beliefs about epilepsy would improve the situation, but 33% were pessimistic about that. A significant proportion of the subjects (60%) asked for psychological support.
The results of this study warrant the need for expansion and intensification of the efforts towards the social de-stigmatization of epilepsy through a more extended campaign and towards the provision of efficient psychological services for the sufferers.
Epilepsy-what we know and learn
Maria Popovic
Yugoslav Society for Epilepsy
Within the Global Campaign against Epilepsy 'Out of the Shadows', the Yugoslav Society for Epilepsy carried out a project the purpose of which was to find out what is the actual level of knowledge the general public had about epilepsy. Having completed a questionnaire comprising 52 questions, the participants were given an information leaflet, which provided them with the correct information on epilepsy. Two thousand people, male and female of various ages, education level and dwelling place (village, town), from different parts of the country participated in the poll.
The answers were classified into groups and a pilot study, which included 198 respondents, is presented herein. 60.24% of respondents knew what the real cause of epilepsy was, 79.60% accepted an epileptic person, while 73.50% were well informed on the importance of administering AED. 40.9% had been present during an epileptic seizure and 73.91% knew how to handle an epileptic person having a seizure. Twenty-five percent had heard of the Global Campaign.
The pilot study results show that our general public has an acceptable level of knowledge about epilepsy.
Co-ordinating the 'Out of the Shadows' campaign in a specific region
S. Bekalo
Centre for Rehabilitation, Mykolayiv, Ukraine
The aim of this study was to try to improve at a practical level the medical and social care of people with epilepsy of the Mykolayiv regions and to co-ordinate this activity with the IBE/ILAE/WHO Global Campaign.
A specialist medical centre was created for patient assessment (including EEG), public education, fund raising and epidemiological research.
The centre has been running for 18 months and has seen 392 patients (mostly referred by colleagues) mainly for clarification of diagnosis and seizure type and assessment before drug withdrawal. Educational materials have been produced for patients, relatives and teachers. A grant from Rotary International has enabled us to issue anticonvulsant medication free of charge. W. Lennox said 'viewed from any angle (medical, social or economic), the problem of epilepsy is a widespread and serious one': we feel that we have reduced the medical problems of the regions but the social and economic ones still need solutions. Part of the solution might be to utilize the Internet site of the 'Out of the Shadows' campaign.
The value of electrocardiography (ECG) in patients with epilepsy
Ranko Raicevic * , Aco Jovicic * , Dragän Tavciovski Electrocardiographic (ECG) changes are a well known accompaniment of numerous neurological disease (ischemic brain disease, intracranial haemorrhage, expanding lesions and epilepsy). In patients with epilepsy, ECG changes can be associated with sudden death. The aim of the study was to exclude or prove the influence of epileptogenic discharge on ECG abnormalities by simultaneous continuous Holter ECG (HECG) and Holter EEG (HEEG).
We included 16 patients in our study with clinicaly observed epileptic seizures and a previous epileptic history. All patients' underwent simultaneous 24 h Holter ECG/Holter EEG.
In seven patients there were specific changes in HEEG without changes in HECG. In three patients HEEG and HECG findings were normal. In five patients we observed episodes of heart rhythm disorders in HECG which were time related with specific epileptogenic discharges in HEEG. In one patient we observed simultaneous specific epileptic elements in HEEG and VT (ventricular tachiarrhytmias) episodes in HECG.
The observed findings indicate the possible origin of sudden death in patients with epilepsy which are consequences of cardiac complications of epileptogenic discharge. The results of our study support the idea of neural structural involvement in pathogenesis of the cardiac complications and their electrophysiologic correlates.
Video home recording and advice in the risk management of epilepsy: new tasks for the epilepsy nurse attached to outpatient clinics in the Netherlands
Vledder B. Stichting
Epilepsie Instellingen Nederland, Heemstede, The Netherlands
Diagnosis in epilepsy is difficult especially if the patient suffers from seizures during sleep and if they do not occur at regular intervals. Seizure type and frequency is important for advising on risk management at night. In addition when instructing staff, this information is vital.
We made video recordings in the patient's bedroom at home. The patient received instructions on how to record. The duration of video home recording depended on the seizure frequency; the average duration being 25 days. After recording three or more seizures, the equipment was collected. The nurse then made a compilation of the seizures in order to inform the neurologist.
Based on the risks during sleep or daytime, the patient, his family or the care staff can be instructed on how to prevent possible accidents.
To improve risk management we are using and inventing new technical equipment to detect seizures. The latest development is the training of dogs in recognizing tonic-clonic seizures so that they can alert neighbours or care staff, this is the so-called Seizure Signal Dog.
In co-operation with colleagues in England we are hoping to introduce the Seizure Alert Dog; dogs that are trained to warn their owner up to 45 minutes before the seizure occurs.
During the past 3 years 104 patients were recorded, 27 patients during daytime and 77 patients during the night. In all cases we had a response to the neurologist's question.
We offer education to nursing staff in sheltered homes and in hospitals for the mentally disabled, using video recordings. Furthermore we offer education on epilepsy in schools for nurses.
On 90 occasions education was given to nursing staff to a total of 1404 persons, ±15 per session. Epilepsy nurses attached to outpatient clinics offer new challenges for methods of assessment. These new outreach methods provide possibilities to prevent admission to special centres for epilepsy, reduce costs and contribute to technical innovations, but above all they contribute to the quality of life for people with epilepsy.
Semi-quantitative interictal SPECT in MRI-negative partial epilepsies
Stylianos Giannakodimos, Margarita Paggou * , Julie Malamitsi * & Clementine Karageorgiou
Epilepsy Clinic, Neurology Department, General Hospital 'G. Gennimatas', & Nuclear Medicine Department, 'Hygeia' Hospital, Athens The aim of this study was to investigate the concordance of clinical and/or EEG localization with localizing focal hypoperfusion, as revealed by semi-quantitative interictal 99m Tc-HMPAO SPECT, in patients with partial epilepsies having normal MRI studies.
This is a study of all patients of our outpatient epilepsy clinic with partial epilepsies who had normal MRI examination and a semi-quantitative interictal 99m Tc-HMPAO SPECT study. We analysed all clinical and EEG data, especially those data indicating localization of the epileptogenic focus, such as seizure semiology and localized epileptiform abnormalities. SPECT studies were evaluated visually and by calculating semi-quantitative parameters.
Nine patients (2 F, 7 M) with a mean age (range) of 24.56 (17-32) years fulfilled the study inclusion criteria. On clinico-EEG grounds (according to seizure/syndrome ILAE classifications), four had occipital lobe epilepsy, three had frontal lobe epilepsy, and two had temporal lobe epilepsy. Seizure semiology was localizing in seven patients, four of whom ictal or interictal EEGs showed localization concordance. In all cases (four patients) of clinic-EEG concordance regarding localization, semi-quantitative SPECTs showed concordant localization; in one of these patients, visually evaluated SPECT failed to show localization. Only in one out of the three patients with clinical localization only, the semi-quantitative SPECT showed concordant localization; in the other 2 patients, semi-quantitative SPECTs were normal, as were visually evaluated SPECTs. Finally, in the two patients with no clinical or EEG localization, semi-quantitative SPECTs showed localizing features.
Semi-quantitative interictal 99 Tc-HMPAO SPECT, although considered of limited value for the pre-surgical evaluation of partial epilepsies, may be helpful in localizing the epileptogenic focus of patients with normal MRIs, especially when there are concordant seizure semiology and EEG localizing features. 
Transcranial magnetic stimulation in idiopathic generalized
C Department of Neurology, G. Papanikolaou Hospital, Aristotle University of Thessaloniki
The present study was designed to investigate the corticomotor excitability of patients with idiopathic generalized epilepsy before and after the administration of sodium valproate. Ten epileptic patients and 25 control subjects entered the study. Motorevoked potentials (MEPs) were recorded from the first dorsal interosseous muscle. Magnetic stimulation of the brain was performed with a figure of eight coil angled 45 • to the parasagittal plane and positioned so as to overly the hand area. Threshold measurements included upper and lower threshold, defined as the stimulus intensities producing MEPs with a probability of 100 and 0%, respectively. Silent period measurements were done with a standardized protocol at 130% mean threshold. Cortical latencies, MEPs' amplitudes and areas and CMCT were also measured. All participants were examined serially at baseline (pre-drug for the patient group) and 1, 3, 6 and 12 months thereafter. At baseline, upper and lower threshold were significantly lower in the patients compared to the control group (42.2 ± 4.3 vs. 45.9 ± 6.9 and 32.1 ± 3.7 vs. 36.9 ± 8.3, respectively, P < 0.05). One month after valproate administration, thresholds increased significantly in the patient group (mean increase in upper and lower threshold 5.7 ± 4.5 and 5.5 ± 3.7, respectively) and remained stable throughout the study. In contrast, no significant changes were observed in the control group. The regression lines of silent period duration as a function of stimulus intensity in the treated patients and the control group were significantly different (P < 0.05). All other parameters did not differ significantly between the two groups. In conclusion, our study confirms that corticomotor excitability is increased in patients with idiopathic generalized epilepsy and that valproate administration increases corticomotor thresholds. It also proves that magnetic stimulation of the brain is well tolerated in epileptic patients and provides important insight into pathophysiological mechanisms. Febrile convulsions (FC) may be simple or complex. Several studies have shown that there is a wide range of factors which correlate with the type of seizures, but these were mostly retrospective ones. Bearing in mind the risk factors, management can be prompt and effective. The purpose of our prospective study was to detect the factors which correlate best with the type of FC. One hundred and seven children with their first FC who were admitted to our department, from February 1999 to January 2000, were prospectively examined. Ninety-one (85%) children (51 boys, 40 girls) had had simple FC and 16 (15%) complex FC (7 boys, 9 girls). The mean age of simple FC occurrence was 24.4 ± 13.4 months and of complex FC 16.2 ± 6.1 months (P < 0.05). Eighty-three (91%) children with simple FC and 14 (87.5%) with complex FC had had uneventful postnatal history. Eighty-eight (97%) children with simple FC and all children with complex FC had had normal psychomotor development. Positive family history of FC was found in 25 (27.5%) children with simple FC and 5 (31%) children with complex FC. Positive family history of afebrile convulsions was found in 3 (3%) children with simple FC and in no child with complex FC. In sixty-nine (76%) children with simple FC and in all children with complex FC, seizures occurred during the first 24 hours of febrile illness. In seventy-five (82.5%) children with simple FC and in 14 (87%) with complex FC the episode occurred with a temperature <39 • C. Among the children with simple FC, 67 (73%) had had virus infection of the upper respiratory tract and 2 (2%) gastroenteritis, while among the children with complex FC, this was 7 (43%) and 5 (31%), respectively (P < 0.05). In conclusion, complex febrile seizures are associated with young age and/or gastroenteritis as the cause of febrile illness.
Risk factors associated with the type of febrile convulsions in children
First convulsion occurrence with fever in children over the age of five In our retrospective study, 28 children were identified (15 boys, 13 girls) over 5 years old (aged 5-10.5 years, mean age 6.6 ± 1.2 years) who presented with a first convulsion with fever and without history of afebrile seizures. Twenty-six children had had generalized tonic-clonic seizures, two of them with relapse in the same day, and two with focal seizures. The duration of seizures was between 1 and 20 min (mean duration 4.8 ± 2.1 min). Febrile seizures in a first degree relative were present in five children and afebrile seizures in two other children. All but two children with mild developmental delay had had normal development. An abnormal perinatal period was noted in three children. The most common cause of febrile illness was a virus infection of the upper respiratory tract. EEG was performed in 12 children and was abnormal in one child with focal paroxysmal discharges. Follow up for 1-8 years (mean duration 3.6 ± 2.4 years) was done in 19 children. Three children had had relapse of seizures with fever and no child had had any problem in its development, except the two children with the mild developmental delay. In conclusion, 1/6 of children over 5 years old with a first convulsion with fever will present another convulsion with fever and the prognosis as far as development is concerned is excellent.
Precipitating factors in epilepsy
M. Useva & G. Kiteva-Trencevska
Medical Centre, Veles, Clinic of Neurology, Skopje
The aim of the study is to present the precipitating factors for epileptic seizures in hospitalized adult patients with epilepsy. Two hundred and ninety patients were analyzed, 194 males (66.9%), 96 females (33.1%), with a mean age of 40 years. Precipitating factors were found in 37 patients (12.7%). Anxiety was found to be a precipitating seizure factor in 19 of these 37 patients (51%): the other factors were; sleep deprivation in seven patients (18.9%), photostimulation in three patients (8.1%) eclampsia in three patients (8.1%), alcohol in two patients (5.4%) (although alcohol abuse was related to epileptic seizures in an additional 37 patients), hyperglycaemia in one patient (2.7%) hypoglycaemia in one case (2.7%), and psychophysical effort in one case (2.7%). Nine patients had febrile convulsions during childhood, and in one case febrile convulsions appeared in a family member. Seizures happened only during sleep in 23 cases, on awaking in 20 cases, during an awake state in 49 patients: in the rest of the patients seizures occur randomly (during sleeping and in awake state). Menstrual cycle influenced seizure appearance in one case. Precipitating factors have diagnostic, therapeutic and even prognostic implications so patients and doctors should pay attention to them.
Partial epilepsy and photosensitivity
K. Skiadas, Ch. Lada & A. Covanis
Neurological Department, 'Agia Sophia' Children's Hospital, Athens, Greece
Typical photoparoxysmic responses (PPRs) are associated with epilepsy in approximately 95% of cases and occur in 5% of patients with epilepsy. The PPR seems to originate in the occipital lobes and therefore it is more appropriate to classify photosensitive epilepsies with partial epilepsies.
The aim of this study was to identify partial epilepsies and their characteristics with photosensitivity among a population of 1342 children with partial seizures.
From 1342 children with spontaneous partial seizures with or without secondary generalization we have identified 37 children (22 F, 15 M) with PPRs (2.7%). The onset of seizures ranged from 3 months to 12 years. Ten children had complex partial seizures, five focal seizures with secondary generalization, eight occipital seizures of early onset, six occipital seizures of late onset and eight had rolandic seizures. One of the children with occipital epilepsy of late onset had seizures spontaneously and provoked by a flickering light source. Another child with secondary generalized seizures was born prematurely. Two children had a bordeline IQ. The family history was positive for epilepsy in eight, febrile convulsion in three and two children had history of febrile convulsions. All children had sleep-awake video-EEGs after sleep deprivation and normal neuromaging (31 CT, 6 CT/MRI). The basic record was abnormal in 33 children: Six showed generalized spike and wave discharges (GSWS), 23 focal spikes or spike-wave complexes (SW) and four focal spikes and GSWDs. All children showed PPR during intermittent photic stimulation (IPS). In 32 children (86.5%) PPRs were of spike or multiple spike slow wave discharges, in two they were generalized sharp waves and in two they were slow wave 3-4 c/s. In one child with early onset occipital seizures IPS produced atypical complexes SW at posterior region. In seven children the PPRs were associated with myoclonic jerks. Twenty-seven children received therapy: monotherapy was successful in 25 (13 VPA, 9 CBZ, 2 OCBZ, 1 LTG).
Partial seizures with photosensitivity occur in 2.7% of partial epilepsies. Almost 2/3 has occipital (37.8%) rolandic epilepsy (21.6%).
Absence status associated with amiodarone intoxication
Socrates Papageorgiou, Stylianos Giannakodimos, Paulina Dalli & Clementine Karageorgiou
Neurology Department, General Hospital 'G. Gennimatas', Athens
Amiodarone is a potent anti-arrhyrhmic drug, for which rare reports of CNS side-effects exist. We present a patient treated with amiodarone who developed prolonged absence status associated with severe intoxication with amiodarone. It is to note that absence status is a rare complication of certain medications but it has never been previously reported in relation to amiodarone treatment.
The patient, a 43-year-old man, without previous history of neurological disease, was treated with amiodarone for several years because he suffered from the 'Naxos syndrome' (a genetic disease characterized by severe ventricular arrhythmias and hyperceratosis of the palms and feet, but with no central or peripheral nervous system involvement). He presented with progressive confusion, apathy, myoclonus, ataxia and asterixis, all of which started 15 days earlier. Neurological examination showed no other abnormal findings. CT brain scan was normal. Ictal EEGs showed a typical pattern of absence status. Amiodarone serum levels were 450 pg ml −1 (3 times the upper normal limit). Bolus intravenous administration of sodium valproate or clonazepam had no clinical or EEG effect. Amiodarone treatment was discontinued and the patient showed progressive neurological amelioration and disappearance of the EEG paroxysmal abnormalities; however, EEG remained encephalopathic for several days before its normalization. After 3 weeks the patient was discharged from the hospital showing complete clinical and EEG recovery. However, serum levels of amiodarone continued to be high (300 pg ml −1 ).
To our knowledge, this is the first report of absence status as a complication of amiodarone treatment.
Early epileptic seizures in acute stroke
The majority of epileptic seizures occur in the early setting of stroke (within 24 hours of acute stroke). Their prognostic relevance remains uncertain, because previous studies on seizures in acute stroke included a small number of patients.
We have studied all patients admitted to the Neurological Unit of the Medical Centre in Strumica for 5 years (1993-1997) who had seizures within 24 hour of acute stroke onset.
Forty-five of 834 (5.4%) patients had seizures. Less than one third (14/45) of the patients had only one seizure, while only two developed status epilepticus. The occurrence of recurrent seizures after stroke is rare. Nearly two thirds (28/45) of the patients had tonic-clonic generalized seizures. Electroencephalography was abnormal in all patients, but with an epileptic activity in only 6 (13.3%). The proportion of primary haemorrhage was particularly high (26/45; 57.8%). The only risk factor associated with early seizures was chronic alcohol intake.
Early antiepileptic seizures in acute stroke were associated with longer stroke progression and patients are at risk from a poor functional outcome.
Headache in epileptic seizures
R. Kozoloska, L. Markovska & G. Kiteva-Trencevska
Clinic of Neurology, Skopje, Republic of Macedonia
The symptom of headache has a prominent role in preictal and especially postictal seizures. In rarer cases, it is an integral part of the epileptic attack and, therefore, it is a source of diagnostic difficulties (especially migrainous headache). The purpose of this paper is to present our results of an investigation consisting of 377 patients hospitalized due to diagnostic problems or refractory seizures at the Clinic of Neurology within the period 1989-1996.
The patient group's age ranged from 10 to 69 years [adolescents, 32 patients (8.5%); adults, 290 (76/9%); and over 60 years, 55 patients (14/6%)]. Male gender was prominent (56.2% men and 43.8% women). The symptom of headache immediately before the seizure was present in 41 patients (10.9%), while in 48 patients (12.7%) it was a dominant symptom in postictal events. The other 228 patients (76.4%) in their recollection of a seizure did not mention headache as a particular complaint.
In our investigation we did not find any particular connection among the type of the epileptic seizures (simple partial seizures, complex partial seizures, secondarily generalized tonic-clonic seizures, absences and myoclonias) or the type of the epilepsy (with localization related, generalized and undetermined epilepsies) and the frequency of appearance of this symptom. In our study a total of 28 children (18 boys, 10 girls) admitted to our hospital with complicated migraine were investigated. Their age varied between 7 and 14 years. Seven children had confusional migraine, three hemiplegic migraine, seven basilar artery migraine, eight hemisensory migraine and three migraine with aphasia. Migraine in a first degree relative was present in 22 children. The EEG, which was performed in 20 children during the migraine attack, was abnormal in 10 children. The findings were mainly focal or generalized slow waves in the occipital areas of the brain. In all children, there was recovery or marked postictal EEG improvement. Migraine and seizures did not coexist in any child. In conclusion, EEG abnormalities are very often seen during the attack in children with complicated migraine but often there is postictal recovery or improvement and these abnormalities are not associated with epileptic seizure occurrence. Congenital arthrogryposis can result from a large number of disorders affecting the peripheral nerves, the muscles, the connective tissues, the spinal cord and rarely the brain. A 12 year old girl with neurogenic arthrogryposis multiplex congenita is described in whom epileptic seizures presented at the age of 9 years. The girl was born at term, the most striking physical anomalies were limb contractures and her mental development was normal. The seizures were mostly on the right side and EEG showed left focal discharges. The brain MRI showed bilateral frontal-parietal heterotopia. Other laboratory tests were normal. The seizures were controlled by giving combined antiepileptic treatment with carbamazepine and lamotrigine. In conclusion, arthrogryposis multiplex congenita may be caused by brain malformations and the clinical manifestations include epileptic seizures and laboratory findings of EEG abnormalities.
EEG findings in children with
Epileptic seizures in a child with neurogenic arthrogryposis multiplex congenita
Agenesis of the corpus callosum and epilepsy
S. Roupakiotis, S. Gatzonis, Y. Zalonis, D. Liakopoulos & V. Mantouvalos
Department of Neurology, Athens Medical School, Eginition Hospital, Athens, Greece
Agenesis of the corpus callosum is a relatively frequent cerebral malformation. The most common clinical manifestations are epileptic seizures often refractory to therapy. In order to define a possible correlation between the anatomical deficit and the occurrence of epilepsy and the overall clinical outcome we examined three patients recently admitted to our department.
The imaging findings of the patients were compared with their final clinical outcome and psychometric tests. The three had epilepsy and neuropsychological discrepancies when language and visuospatial abilities were compared. Otherwise, there were no standard findings. One patient with a total callosal agenesis had a severe condition with mild retardation and several neurological signs, one had only epilepsy despite a total callosal agenesis while the third despite a partial callosal deficit had a severe clinical condition with normal intelligence but multiple neurological symptoms and signs.
A prognosis regarding the outcome of patients with agenesis of the corpus callosum and probably other congenital malformations cannot be offered from imaging findings alone. 
Institute of Neurology, Institute of Human Reproductive Function, Tbilisi, Georgia
Polycystic ovarian syndrome (PCOS) and hypothalamic syndrome (HS) are overrepresented among epileptic women currently antiepileptic treatment (AET). The aim of this study was to evaluate the significance of AEDs in the development of PCOS and HS in women with epilepsy. We studied the order of manifestation of epilepsy and RED in 87 patients, with an age range 11-45 years. Fifty-four patients had cryptogenic partial epilepsy (PE) and 33 patients had idiopathic generalized epilepsy (GE). Forty-seven patients out of 87 had never taken any AED before admittance. The follow-up period was up to 10 years. In 27 patients (15 PE, 12 GE), RED and epilepsy appeared nearly simultaneously during puberty, in another 15 (all PE) epilepsy manifested 4.1 years later than RED. In the rest 45 (24 PE, 21 GE), RED developed 5.2 years after the commencement of epilepsy. Five patients out of these 45 had not taken any AEDs. RED developed after the start of AET in 40 cases: on VPA monotherapy (MT) in 2.7 years (13 cases), on CBZ MT in 4.7 years (6 cases), on PB MT in 11 years (4 cases), on VPA + CBZ polytherapy (PT) (1 case) in 2 years, on PT without VPA (PB + other AED) in 7.8 years (16 cases). In the GE group, 10 patients out of 21 showed RED on VPA MT in 1.9 years and after 6.7 years on PT (CBZ + PB). In the PE group, three patients out of 19 showed development of RED on VPA MT in 2.3 years. The combination of epilepsy and RED in more often found in patients before AET (54%). The influence of AEDs on the development of RED seems to be only one factor. Under AET, RED developed more rapidly on VPA MT despite the type of epilepsy and with major delay on PB MT. It seems that the type of epilepsy plays a more essential role in the development of RED as patients with PE (62%) are more frequently found among epileptic women with RED. The aim of this study was to identify the factors which can facilitate or prevent the vocational integration of people with epilepsy.
An anonymous self-administered questionnaire was distributed to adults with epilepsy by neurologists or occupational physicians in three regions of France and returned by mail when completed. Statistical analysis of symptoms, vocational status and subjective experience of the disease was performed by using a chi-square test.
Between December 1998 and December 1999, 159 people with epilepsy participated in the survey (65% male and 35% female; mean age = 34; SD, 9 years), most of them being single (59%). The majority of them were living in rural environments or in small or medium size towns. In 79% of the surveyed population, epilepsy had started during infancy or childhood. In their opinion, more than 55% of them reported seizures with loss of consciousness and loss of motor control functions. Regarding employment, 57% were working. At the time of the survey, of those unemployed, 21% had had a temporary or intermittent position during the previous 3 months. Unexpectedly, of those unemployed, 81% had had a job in the past. Working people with epilepsy reported less incidence of their disease during their daily lives than did unemployed people although there is no evidence that this last group is more severely ill. Furthermore, the results suggested that an important factor for the successful integration into society and a working environment of a person with epilepsy is the ability of the person to cope with his or her disease. Given the limit of the survey, it seems that the population studied includes two groups: the larger one consisted of persons with a job for whom epilepsy is not a true handicap, and the smaller one, not working, who put forward their disease to explain their unemployed status.
It seems that the vocational integration of people with comparable symptoms depends principally on the way each individual copes with his or her epilepsy and the manner in which he or she reacts to it. The Malta Caritas Epilepsy Support Group have, over the last 2 years, developed several education strategies in order to make
Maltese society more aware of the condition and of the rights and duties of persons with epilepsy. These strategies seek to develop expertise on epilepsy in several settings, such as on the media improving knowledge among educators regarding epilepsy-specific variables (e.g. side-effects of drugs); information among health care professionals on medical aspects (e.g. handling of seizures); weakening of prejudices and stigmatizations, and the prevention of overprotection. Another strategy included the introduction of epilepsy counselling and support services in an outpatient neurology clinic.
Following these interventions there was a highly significant improvement in the level of knowledge, perceptions, and drug compliance. Weekly dedicated clinics with provision of psychosocial support, and distribution of information leaflets in Maltese serve to collate data on patients on their quality of life, assessing the relationships between social, psychological and physical well-being and a range of epilepsy-related and socio-demographic variables.
These strategies are discussed and the need to pursue medical and vocational goals alongside each other in intervention strategies is emphasized.
The parents of the epileptic children on the internet-a doctor's view
Emil Vlajiae, Nebojsa Paunkovic, Jane Paunkovic & Zoran Joksimoviae
Zdravstveni centar, Zajeèar
The aim of this study was to investigate specific needs of parents of epileptic children. We reviewed in detail all messages in one INTERNET discussion group which was created for parents of epileptic children: 890 messages from January to March 2000 were evaluated. All these messages were systematized in the form of 'questions', 'answers' and 'reports' and had one main epilepsy-related topic.
At the beginning, the observed group had 540 members from 38 countries. The main topic in 40% of the messages was about the treatment of the epileptic child (33% considered antiepileptic drugs, 7% of the messages were about nonmedication treatment). In 9% of the messages parents gave emotional support to another parents. Clinical findings, such as description of the seizure and type of epileptic syndrome attracted parents attention in 16% and 4%, respectively. Social aspects were observed in 8% of the messages, and coexisting epilepsy with another disorder appeared in 3% of the messages. Five percent of the messages had other epileptic topics. A specific group of messages (7%) was related to professional personnel and mainly contained parents' opinion about doctors.
The discussion group on the INTERNET about children's epilepsy have multiple benefit to parents: they can find a great number of relevant information about epilepsy, the parents had swift answers to their acute questions, there was much exchange of epilepsy related information, and more importantly, parents gave considerable emotional support to each other. The parents of epileptic children have a need to talk about their children's conditions and health professionals should be aware of this need and should contribute more time to the parents of the epileptic children.
Liaison psychiatry in hospitalized children with epilepsy
A. Kondyli & M. Liakopoulou
Child Psychiatric University Clinic, Childrens' Hospital 'Agia Sofia', Athens Medical School
The aim of this study is to present the main referral causes of hospitalized epileptic children to the liaison child psychiatric service.
In a 2 year time span our department was asked in 34 cases to intervene in cases of epileptic children hospitalized in the department of neurology. The children were aged from 8 months to 14.5 years (mean age 9.2 years). In nine cases the childrens' parents took the initiative and asked for psychiatric advice, while in the remaining 25 cases the referral was made by the attending neurologist. The evaluation was done with undirected psychiatric interview of the parents as well as of the child, when possible.
Of the 25 cases referred by the neurologists, 8 (32%) were referred for an evaluation of their psychomotor development, 8 (32%) because of behavior problems, 3 (12%) for non-compliance in taking the medication, 3 (12%) for excluding a diagnosis of conversion disorder, 1 (4%) for psychosis and 2 (8%) for evaluation of academic difficulties. Of the nine cases referred by the parents, two wanted advice about behavioural issues of their children, three needed support after the first diagnosis of epilepsy in their children and the remaining four wanted consultation about interfamilial problems, unrelated to the hospitalized child's epilepsy.
The interdisciplinary cooperation between child neurologists and child psychiatrists is often required in the case of hospitalized epileptic children, mainly for the reasons mentioned above. 
Psychological problems in epileptics detected
Department of Neurology, Athens Medical School, Eginition Hospital, Athens, Greece
Subtle psychological and behavioural disturbances are reported to be present in the majority of epileptic patients and an early detection of slight abnormalities, which could bring these patients to a specialist's attentions and supervision is consequently invaluable. We applied an inventory to 117 patients with epilepsy to test how useful this approach could be in detecting evidence of affective disorders.
An inventory including the self-assessment scales of Yung for depression and stress-somatization and Sifnaiou's scale for emotional imbalance was used in a pilot study of 117 patients. These were patients hospitalized or examined as outpatients. All had epilepsy confirmed for over a year and were under medication.
Among the 108 patients who successfully completed the inventory, 70% revealed evidence of mild (49%) or moderate (21%) psychological problems. In addition, 64% of the patients revealed evidence of emotional imbalance.
There was a positive correlation between female sex and intractability of seizures (measured by the number of seizures and number of drugs taken) with a worse psychological outcome. Thirteen patients (12%) with hitherto unnoticed moderate psychological problems were advised to have a psychiatric consultation. The application of screening inventories in people with epilepsy can benefit their management and improve their quality of life.
Epileptiform activity as registered using whole-head magnetoencephalography and non-linear analysis methods
Sifis Micheloyannis, George Zouridakis, Cornelis Stam, Manolis Linardakis & Elias Papanikolaou
University of Crete, University of Texas, Leyenburg Hospital, the Netherlands
Neuro-image techniques have advanced rapidly and play an important role in the estimation of epileptic foci. Nevertheless, electromagnetic signals are still helpful since they have a very small time resolution and can be useful for interictal estimation. Magnetoencephalography has many advantages for recording epileptiform activity. Signal analysis with the help of non-linear methods are promising since they give information about the dynamics of the epileptiform activity.
We registered interictal epileptiform activity in nine patients with focal epilepsy using a whole-head magnetoencephalographic recording with 148 squids. We analyzed 16 channels from the focus, from the mirror focus as well as the background activity without spikes. Using a newly developed algorithm, we established the prediction error of the time series. The results showed that the epileptiform focus could be distinguished. Thus, this method seems to be useful in non-invasive focus localization.
The biological effects of magnetic stimulation in epileptic patients
P. Anninos, A. Kotini & A. Adamopoulos
Department of Medical Physics, Medical School, Democritus University of Thrace, Greece
The magnetoencephalogram (MEG) is the magnetic activity emitted by the brain, which can be measured by a superconductive quantum interference device (SQUID).
Using the MEG brain activity recorded from epileptic patients we were able to obtain a mapping technique characterized by the ISO-spectral amplitude of scalp distribution of the MEG Fourier power spectrum. By utilizing the above recorded MEG activity we energized an electronic device, which emits back to the abnormal brain points of the epileptic patients, magnetic fields with proper frequencies and intensities.
Using this method we present in detail three randomly selected epileptic patients in which application of external magnetic fields of low intensities and frequencies produced a substantial attenuation of their abnormal brain activity, and a statistical analysis of 50 randomly selected epileptic patients who underwent magnetic stimulation for the treatment of their seizures and we found that the anticonvulsant response to magnetic stimulation was statistically significant (P < 0.02, χ 2 test).
Our findings indicate that the use of low external magnetic fields produce substantial attenuation in seizure activity in epileptic patients and therefore it may open new ways in the future for management of epileptic activity. The aim of this study was to evaluate hippocampial sclerosis with MRI and its relationship, with epilepsy. MR imaging was performed for routine brain examination with the classic sequences of brain exam in a 1 Tesla, Siemens expert plus scanner.
Thirty-three patients were found to have hippocampial sclerosis and in these patients additional coronal T2-TSE and TIR sequences were obtained. From the total number of 33 patients only nine patients also had epilepsy. The patients with epilepsy had their EEG findings evaluated by a clinician, in an effort to characterize the hippocampial sclerosis as epileptogenic lesion. Only four patients had MRI and EEG findings positive for hippocampial sclerosis.
Hippocampial sclerosis was a very common lesion, but often without epilepsy. Although the MRI appearance of HS is typical, it is not pathognomonic as epileptogenic focus. In this situation the EEG was very helpful in the diagnosis of the focus of epilepsy before any surgical treatment. Congenital Hemiplegia is characterized by unilateral motor impairment due to prenatal, perinatal or postnatal brain damage. The risk of hemiplegia among premature infants and infants with asphyxia during birth is high. Likewise, maternal infections, autoimmunity disorders, abnormalities of the placenta, coagulation factor abnormalities are associated with congenital hemiplegia. Abnormalities of the placenta and its vasculature are reported with thromboses from the placenta that embolize to fetal circulation. The emboli reach the cerebral vasculature via the patent foramen ovale and might so explain the often-noted preponderance of right-sided hemiparesis. This study had included 194 children suffering from congenital hemiparesis. In most of the cases, asphyxia during birth was the cause of congenital hemiparesis. The patients, according to the severity of impairment, were classified into three groups (mild, moderate, severe). EEG abnormalities occurred in 152/194 children and in 42/194 cases the EEG was found to be normal. Seizures were present in 86/194 children (44%). The electroencephalogram abnormalities were classified into three groups (mild, moderate, severe). Mild abnormalities (abnormal, local dysrythmia) were found in 38/152 patients, moderate abnormalities (distinct abnormalities as abnormal rhythm, local spike-wave focus) in 70/152 patients (46%) and severe (hypsarrhythmia, Lennox-Gastaut, intensive spike-wave focus) in 44/152 children. The most commonest type of epilepsy was focal seizures. The clinical parameters in relation to the EEG findings showed a strong correlation between EEG abnormalities, epilepsy and severity of hemiplegia. The seriousness of the disability was significantly associated with the presence of mental retardation. In conclusion, on the basis of our results, we propose that the screening and management strategies that optimize neurologic development of the fetus or neonate would decrease the potential risk and the prevalence of congenital spastic hemiplegia, while diagnosis in time and physiotherapy would improve the motor disability of the hemiplegic side.
Congenital hemiplegia and epilepsy
M. Tzitiridou
Quality of life in epilepsy inventory, Greek translation, validation and development
Socrates A. Panayides & Savvas S. Papacostas
Intercollege and Institute of Neurology & Genetics, Nicosia, Cyprus
The aim of this study was the systematic investigation of the psychometric properties of the QOLIE-89 (Devinsky, O. et al., Epilepsia 1995: 36 (11) : 1089-1104) towards its adjustment/development to fit the assessment needs of Greek-speaking Cypriot adult epilepsy patients.
Subjects included 44 adult, mild to moderate epilepsy patients, who met criteria comparable to the US study. A qualitative, individualized assessment procedure was tried which includes feedback from observation and interview. Outcome was analysed searching for internal relations/contradictions/deficiencies to determine to what degree the inventory items have given each patient the opportunity to express adequately and representatively his/her important feelings/notions concerning epilepsy-related wellbeing. Two new items as internal validity measures have been incorporated in the translated text.
Cyprus overall and scales' means correlate significantly to US means. Overall QOL mean score: Cyprus 69.15, US 67.90. Intra-group comparisons of related scales' and items' scores correlate significantly. Of 42 valid responses, 40 endorse the selfreflective value of the inventory. Dissatisfaction tends to turn into satisfaction around an, overall QOL: 62. Problematic items and deficiencies were identified from the analysis of feedback.
The Greek version of Qolie-89 is comparable to the US. It is applicable for administration in Cyprus and may be further developed as the pivot of a comprehensive assessment system. New validity measures are informative and support the need for culturally specific improvements, regarding selective modification of items and scale contents.
